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ON SERVICE DELIVERY 
Advisor: Dr. Sarita Chukwuka 
Thesis dated May, 2000 
The purpose of this study is to examine social workers' 
perceptions of battered women and the possible impact on 
service delivery to battered women who receive medical 
attention in emergency rooms of selected hospitals. It is 
hypothesized that emergency room social workers' service 
delivery with battered women is affected by their 
perceptions. This study will provide the reader with a 
general definition of battering, emergency room social work, 
and service delivery. 
This study was conducted at selected hospitals in 
metropolitan Atlanta. The sample population consisted of 
social workers who work hospital emergency rooms. All 
participants were given the Social Work Perception 
Assessment (S.W.P.A.). The S.W.P.A. consists of 30-items 
designed specifically for emergency room social workers. 
This assessment tool measures attitude, knowledge, and 
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behavior(s) of emergency room social workers. A consent 
form was given to each participant and collected before the 
instrument was administered. The statistical test used to 
measure the relationship between the variables is the Chi 
Square Test. The findings suggest that emergency room 
social workers have varying perceptions of battered women, 
and these perceptions affect service delivery with battered 
women who receive medical attention in hospital emergency 
rooms. Education and training are considered as 
implications for social workers. 
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The purpose of this chapter is to introduce readers to 
the history of violence against women in America and its 
impact on the social work profession. First, definitions 
and the incidence of battering against women are discussed. 
Next, the experiences of battered women, then the role of 
the emergency room social worker and service delivery is 
discussed. The chapter concludes with an explanation of 
this phenomenon. 
The number of women in the United States who are 
battered each year reaches in the thousands. Many of these 
women find themselves in hospital emergency rooms in need of 
medical attention for physical injuries sustained as a 
result of domestic violence. In many of these hospital 
emergency rooms social workers are now finding themselves 
coming into contact with battered women more often than 
ever. The relationship between the emergency room social 
worker and the battered woman receiving medical attention is 
of great importance. How the emergency room social worker 
perceives the battered woman not only impacts the battered 
woman's decision(s) about her abusive relationship, but it 
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also impacts the type of service delivery the battered woman 
receives as well as the quality of service delivery. 
Background 
Domestic violence occurs all too frequently in today/s 
society. It is now recognized as a serious and widespread 
public health crisis. It accounts for more injuries to 
women than rapes, muggings, and motor vehicle accidents 
combined (Taylor and Campbell, 1991). The battering of 
women has become the most prevalent form of domestic 
violence perpetrated by an intimate partner (Taylor, et al., 
1991). It affects women of all ages, socioeconomic class, 
races, rural and urban environments, and affects rich and 
poor, both heterosexual and lesbian women. Attention given 
to this specific population can be traced back to the 1970's 
when the Battered Women’s Movement emerged. Since that time 
more attention has been given to this ever increasing 
problem in the area of research, program development, and 
implementation just to name a few. 
Although great efforts have been made to address this 
problem, "woman battering" has continued to effect thousands 
of women every day. Each year statistics from the medical, 
legal, and social services field report startling data on 
the incidence of battering. According to The Partnership 
Against Domestic Violence (1999): 
- Every nine seconds, a woman in the United States 
is beaten by her husband or boyfriend. 
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42% of murdered women are killed by intimate 
partners. 
Husbands and boyfriends commit 13,000 acts of 
violence against women in the workplace every 
year. 
- It is estimated that 25% of problems such as 
absenteeism, lowered productivity, turnover and 
excessive use of medical benefits are linked to 
injuries and/or illnesses associated with domestic 
violence. 
94% of corporate security directors rank domestic 
violence as a high security problem at their 
company. 
Many battered women blame themselves for the abuse they 
suffer. They harbor feelings of shame and humiliation. As 
a result, these women are unwilling, or unable, to reveal 
their victimization to others“especially health care and 
social service providers. For those women who end up in 
hospital emergency rooms as a result of battering, these 
same feelings often prevent full self-disclosure of their 
situation. A survey conducted by the Family Violence 
Prevention Fund (1993) revealed that an estimated two to 
four million American women are battered by a partner, or 
ex-partner each year, and many of these women seek care in 
emergency rooms. The survey further revealed that as many 
as one-fifth to one-third of all women who visit [emergency 
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rooms] may be there directly or indirectly because of abuse 
(Family Violence Prevention Fund, 1993). Experts estimate 
that more than one million women per year use emergency 
medical services for injuries related to battering, and many 
others present with a variety of non-trauma related 
complaints (California Hospital Emergency Departments 
Response to Domestic Violence Survey Report, 1993). 
In treating the physical injuries of battered women in 
the emergency room, both the physician and nurse play roles 
in service delivery. However, the role of the social worker 
in the emergency room is also just as important. Referred 
to hereafter as emergency room social workers, their service 
delivery includes crisis intervention and the development 
and implementation of treatment plans-just to name a few. 
Their role in providing services to battered women, however, 
does not exclude them from those who have difficulty 
understanding domestic violence, why women stay in abusive 
relationships, and factors contributing to the abuse of 
women. Many emergency room social workers may or may not 
realize that their perception(s) of battered women may 
affect their professional judgement(s) which in turn might 
hinder effective service delivery. 
Statement of the Problem 
A battered woman who seeks medical attention in a 
hospital emergency room can have a positive, negative, or 
neutral experience with an emergency room social worker 
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depending on the social worker's perception of battered 
women. Their perception is of great importance because it 
can effect service delivery in many ways (i.e., crisis 
intervention, assessments, and treatment plans). On the 
positive side, the emergency room social worker's perception 
of battered women can influence the battered woman's 
decision to leave or stay in an abusive relationship as well 
as prevent her from seeking medical attention in the future. 
On the negative side however, it can also lead to the 
continuance of the bad feelings that are often experienced 
by battered women. 
According to the National Coalition Against Domestic 
Violence others (NCADV) (1994), an emergency room social 
worker's perception of battered women may or may not reflect 
control and power imbalances within his/her own relationship 
with family and/or significant. For others, asking 
questions surrounding abuse may elicit uncomfortable 
feelings related to past or present personal experiences 
according to the NACDV (1994). Such painful experiences may 
lead the social worker to normalize abusive behaviors and/or 
taint the social worker's professional judgment(s) in 
service delivery (NACDV, 1994). As a result, the battered 
woman may continue to experience negative feelings 
associated with battering including shame, humiliation, and 
guilt. 
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Evidence on domestic violence suggests that battered 
women expect health care providers to initiate discussions 
about abuse and will respond to guestions if they are asked 
in an emphatic and non-judgmental manner (Family Violence 
Prevention Fund, 1993). According to Fullin and Cosgrove 
(1994), most abused women are in fact reaching out for help 
when seeking medical care, and are actually relieved to be 
asked about their situation (Fullin and Cosgrove, 1994). 
Further research indicates that a positive response from the 
health care provider may enable the battered woman to take 
steps in ending a violent relationship and choosing a non¬ 
violent alternative lifestyle for her children and herself 
(Taylor and Campbell, 1991). This proposed study will 
determine if a correlation exists between an emergency room 
social worker/s perception of battered women and service 
delivery in hospital emergency rooms. 
Significance of the Study 
According to Homer and Whitbeck (1991), as individuals, 
the values of social workers are subject to the same 
socialization process and influences as everyone else in our 
society. The development of personal value systems is a 
complex process which is sensitive to a multitude of social 
and cultural factors; and, it is very likely that the 
personal values of social workers do not differ much from 
those of the general population and that their values are 
better predicted by variables such as gender, race, and 
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social class, than by occupational role (Homer, et al., 
1991). Due to the challenges of working with battered 
women, it is important to examine the relationship between 
the emergency room social worker and the battered women in 
order to generate more attention and dialogue in the social 
work profession so that battered women may receive improved 
service delivery when and where necessary. 
The findings from this study on emergency room social 
workers' perceptions of battered women and service delivery 
in hospital emergency rooms are very important to the social 
work profession. Ineffective service delivery can lead to 
the battered woman re-experiencing the negative feelings 
associated with battering as well as feelings of 
powerlessness. Implications from this study include 
education and training of emergency room social worker's on 
sensitivity as it relates to battered women. Other 
implications include the possible need for an emergency room 
social worker to identify and explore his/her own 
perceptions of battered women through supervision in order 
to help modify or change the emergency room social workers' 
existing stereotypes, biases, and perceptions for the 
purpose ensuring that facts and knowledge rather than 
personal perceptions impact professional judgments. 
In conclusion, because of the increasing presence of 
battered women in hospital emergency rooms, and because of 
the increasing presence of social workers in the emergency 
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room who encounter these battered women, the relationship 
between the two must be examined in greater detail in order 
to ensure the most effective service delivery possible for 
the benefit of improving the psychosocial environment of the 
battered woman. Effective service delivery can make the 
difference between feelings of empowerment and powerlessness 
for the battered woman, which could in turn make the 
difference between life or death. 
The following chapters provide a further discussion of 
the variable to be measured: emergency room social work, 
service delivery — as well as the finding from the measured 
variables. Chapter two, literature review, provides a 
description of the variables to be measured, analyzed, and 
discussed in this study; and, includes a brief discussion on 
strength of the literature. Descriptions of each variable 
will provide specific details about each variable, the 
reason(s) for selecting the variables, and its relationship 
to the hypothesis. Chapter three, the methods chapter, 
discusses the framework for the hypothesis to be tested. 
Chapter four presents the findings of the study, including 
statistical data derived from testing the hypothesis, as 
well as, relevant information of importance to the study 
such as demographics and related statements. Chapter five, 
the conclusion chapter, further explains the statistical 
findings in chapter four, as well discusses the meaning of 
the statistical findings. Finally, chapter six, 
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implications for social work practice, discusses how the 
study's findings affect the social work profession as it 




The purpose of chapter two is to provide the reader 
with a definition and description of the variables to be 
studied — service delivery and emergency room social work. 
Chapter two also provides a background history of each 
variable when and where necessary. Included in each section 
of this chapter is important information about the variable 
from other sources such as empirical research and other 
existing published literature. 
Service Delivery 
Service delivery in health services began in the 1900's 
with the placement of social workers in medical hospitals to 
meet these needs. Their responsibilities began with 
gathering information about clients, their families, and 
social situations, carrying out doctor's instructions in 
hospitals, and working with clients in follow-up treatment 
outside the hospital. An emergency room social worker 
brings to his/her practice, their own personality, life 
style, values, and feelings about other people. If he/she 
denies their own feelings, he/she may find it hard to engage 
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the client in problem solving efforts. As a result, service 
delivery will prove to be ineffective. 
The term direct practice is new to the social work 
profession. According to Hepworth, Rooney, and Larsen 
(1997), direct practice includes work with individuals, 
couples, families and groups. Direct practitioners perform 
many roles besides delivering face-to-face service; they 
work in collaboration with other professionals, 
organizations, and institutions, and act to advocate with 
landlords, agency administrators, policy-making boards and 
legislatures, among others. 
Problem solving is central to the role of the social 
worker in assisting clients who are experiencing 
difficulties. In their work on direct practice in social 
work, Hepworth, et al. (1997) suggested that central to 
assisting people with difficulties is knowledge of and 
skills in problem solving, which requires knowledge and 
skills in assisting human problems and in locating, 
developing or utilizing appropriate resource systems. 
Skills in engaging clients, mutually planning relevant 
goals, and defining roles are also integral parts of the 
problem-solving process. Hepworth, et al. (1997) state that 
similarly, the practitioner must possess knowledge of 
interventions and skills in implementing them. 
Emergency room social workers who provide direct 
practice must also be knowledgeable and skilled in 
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interviewing and in assessing and intervening in problematic 
situations involving individuals, families, and groups. 
Knowledge related to group process and skills in leading 
groups are equally important as are skills in forming 
natural helping networks, functioning as a member of an 
interdisciplinary team, and negotiating within and between 
systems (Hepworth, et al., 1997). The negotiating function 
entails skills in mediating conflicts and advocating and 
obtaining resources, both of which embody high levels of 
interpersonal skills (Hepworth, et. al., 1997). 
Emergency Room Social Work 
The role of the social worker in the hospital has 
become very important in recent years due to changes in 
hospital emergency rooms. Some of these changes include 
advances in multiple injury treatment, comprehensive trauma 
center, and its link to the criminal justice system. With 
these changes, physicians and nurses in the emergency room 
have become more aware of the social and emotional needs of 
their patients. Most important, is the increased 
recognition of battered women who present for treatment in 
hospital emergency rooms. More attention has been focussed 
on the recognition and treatment of battered women who go to 
the emergency room with domestic violence related injuries. 
Physicians and nurses are now realizing the sometimes 
overwhelming social and emotional effects of such abuse. As 
a result, more and more hospitals have employed, or are now 
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employing more social workers to work in hospital emergency 
rooms. 
Clement and Klingbeil (1981) believed that to treat the 
multiplicity of problems that arise in emergency rooms, the 
social worker must be reactive, innovative, and 
knowledgeable about the realities of the service delivery 
systems. To offer the appropriate clinical service and 
referral, the worker must be competent at clinical diagnosis 
and skilled at psychosocial and environmental assessment. 
Crisis intervention is the foundation of work in an 
emergency room, with education and advocacy equally 
important (Clement, et al., 1981). 
The skills needed in the emergency room are also 
important and complex and present many challenges to the 
social worker. Clement and Klingbeil (1981) listed the 
following skills necessary for social workers who work in 
hospital emergency rooms: 
1. Work assertively and cooperatively with other 
members of the health team, including registration 
clerks, nurses, physicians, and community service 
personnel as police officers, medical examiners, 
ambulance drivers, and paramedics; 
Possess psychiatric diagnostic skills and solid 
health care and social work background; 
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3. Maintain professional discipline in working with a 
variety of patient, including those engaged in the 
most inappropriate behavior; 
4. Be directive and, when necessary, limit or remove 
control from such patients as the acute suicidal 
or psychotic person; 
5. Maintain a current working knowledge of community 
resources ; 
6. Teach and consult daily, both formally and 
informally, with hospital staff and community 
agencies; and 
7. Have the temperament to engage in multiple 
situations simultaneously and work under high 
stress and with constant time pressures. 
It is important that the emergency room social worker 
convey to the battered woman concern, respect, a willingness 
to offer ongoing support, as well as letting her know that 
she does not deserve to be beaten and she is not alone. By 
sharing observations, by agreeing that what is happening is 
wrong, or just by listening in a warm and accepting way, the 
worker gives the victim strength and determination (Chez, 
1994). Many victims are relieved at the opportunity to tell 
the truth instead of constantly covering up; and, the 
emergency room social worker may learn that he/she is the 
first person to confirm that the feelings of hurt and anger, 
the desire for support and change, are normal (Chez, 1994). 
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What is most important, is that during this process, [the 
social worker] will have supported the patient's 
independence and autonomy as a decision-maker and helped her 
to recognize her strengths and resources as a survivor. 
Battering 
According to published social work literature on the 
definition of service delivery and the skills necessary to 
be an effective emergency room social worker, it becomes 
easy to see why it is important to identify and examine the 
perception(s) of emergency room social workers toward 
battered women. Because one's perception(s) influences 
his/her behaviors more often than not, an emergency room 
social worker may find it difficult to employ the skills 
necessary to provide effective service delivery if his/her 
perception of battered women are somewhat biased or 
judgmental. According to Ross and Glisson (1991), the 
chance of encountering biased judgments from social workers 
when dealing with battered women are enhanced because the 
attitudes, norms, and values related to the history and 
causes of battering remain controversial and not well 
understood, consequently, the social worker who is 
confronted with a battered client might form judgments based 
on a minimum amount of conclusive data and a great many 
conflicting myths, opinions and theories. Also, social 
workers' perceptions of battered women and their situations 
can shape individual treatment plans and program goals. 
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According to Ross and Glisson (1991), social workers 
who stereotype battered women are likely to target their 
interventions at the stereotyped characteristics, rather 
than focusing on the abuser or on the immediate physical 
safety needs of the battered woman. The literature suggests 
that early judgments about attribution of responsibility and 
the gravity of a domestic violence incident may play an 
important role in shaping workers' intervention decisions; 
and, both these factors may influence the extent to which 
workers choose short-term stabilizing and supportive actions 
or take a stronger role in attempting to stop the violence 
(Home, 1994). 
Summary of the Literature 
The existing literature on the relationship between 
emergency room social workers and battered women in relation 
to perception and service delivery, provides valuable 
information. The literature suggests that there is much 
interest in the role of social workers in hospital emergency 
rooms, service delivery, and battered women. However, 
findings were very limited in terms of the possibility of an 
existing relationship between an emergency room social 
workers' perceptions of battered women and on service 
delivery. Further, there are few studies on social workers' 
perceptions of battered women and the impact of those 
perceptions on service delivery. Finally, of the existing 
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empirically based data, the findings do not serve as a 
reflection of social workers as a whole. 
Based on the increasing number of battered women 
visiting hospital emergency rooms and the increased presence 
of social workers in emergency rooms, more research is 
needed on the relationship between the social worker and the 
battered woman. Because the social worker acts as a liaison 
between the physician and the battered woman as well as 
provide service delivery as needed, it is important that 
research on the dynamics of the social worker/battered woman 
relationship be explored. Although current research on this 
relationship provides valuable information important to this 
study, it is limited. 
The design notation for this exploratory study is X, 0, 
and N. X represents the independent variable, emergency 
room social workers' perceptions of battered women. 0 
represents the dependent variable, service delivery. N 
represents the number of participants in this study. N and 
0 provide a single measure (0) of what happens when one 
group of people is subjected to one experience. The proposed 
study examines emergency room social workers' perceptions of 
battered women and the impact on service delivery. The 
findings from this study will add to the existing literature 
on the topic of this study. 
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Conceptual Framework 
The variables selected for this study were chosen 
because they best represent the constructs to be measured. 
The sample, emergency room social workers, was selected 
because of their close proximity to battered women who visit 
the emergency room. Because emergency room social workers 
interact with battered women in crisis situations in which 
the type of service delivery varies and is crucial, they are 
most likely affected in some way — positively or 
negatively. In order to determine if emergency room social 
workers' perceptions of battered women impacts service 
delivery is the best way to make such a determination. By 
doing so, one can determine when and where to enhance the 
relationship between the social worker and the battered 
woman. 
The independent variable for this study is emergency 
room social workers' perceptions of battered women. The 
dependent variable is service delivery. In order to test 
the hypothesis, the independent variable must be measured to 
see what effect it will have on the dependent variable 
service delivery. It is expected that the findings will 
support the hypothesis that there is a correlation between 
emergency room social workers' perceptions of battered women 
and service delivery. It is also expected that the findings 
will indicate that emergency room social workers design 
treatment plans for battered women based on their 
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perceptions of the battered women. It is hoped that the 
findings from this study will add to the empirically based 
social work literature that currently exists on this subject 
of study; and, generate more interest in conducting research 
on social workers' perceptions of battered women and the 
impact on service delivery. 
The purpose of this study is to inform the reader, 
social worker, and social work profession of the possible 
impact of an emergency room social worker's perception of 
battered women on service delivery. It is hoped that this 
study will spark interest in how perceptions can influence 
service delivery, especially between the emergency room 
social worker and the client-specifically battered women. 
After reading this study, it is also hoped that the reader 
will, in turn, examine his/her own perception(s) and how it 
may or may not impact one's service delivery. The purpose 
of this study is to draw attention to and an interest in the 
social worker/battered women relationship as it relates to 
perceptions and service delivery in order to improve the 
relationship and/or service delivery when and where 
necessary. The following section, chapter three, provides a 
detailed framework for how the study was conducted. 
CHAPTER THREE 
METHODS 
The methods chapter provides a framework for the 
hypothesis to be tested. Each section provides detailed 
information on areas of considerable importance to the 
study, including the methods section are: setting, sample, 
instrument/measure, procedure, and analysis of data. 
Setting 
The target site for this study is Grady Hospital 
located in Atlanta, Georgia. Grady Hospital is a public 
hospital which serves the urban and suburban population of 
Fulton and DeKalb Counties. Grady Hospital has, as part of 
their social work staff, social workers employed in its 
emergency room on a 24-hour basis. The patient population 
at Grady Hospital includes people from all walks of life as 
well as all ages, races, educational, ethnic, cultural, and 
socioeconomic backgrounds. The demographics of Grady 
Hospital's patient/client population are predominately 
African American, of all ages who are from low to moderate 
socioeconomic status. Many of their clients are unable to 
afford hospital costs, and as a result, hospital costs for 
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patients of Fulton and DeKalb county are paid for by Fulton 
and DeKalb county taxes. 
Sample 
The population of interest for this study is social 
workers who are assigned to the emergency rooms of Grady 
Hospital. Social workers who were eligible to take part in 
this study had to be assigned to the emergency room during 
the time frame in which the study was conducted—November 
1999. A list of social workers assigned to the emergency 
room was used as the sampling frame and was requested from 
the supervisor of the social services department at Grady 
Hospital. All social workers assigned to the emergency room 
were eligible to take part in the study. Education level, 
shift, and length of time worked in the emergency room were 
not criteria. All social workers including those who were 
called from the social work pool were eligible to take part 
in the study. 
Instrument 
There are several threats to validity to this study 
including: socially desirable responses, confidentiality 
issues, and not being honest with feelings for fear/concern 
that the emergency room social work staff may be seen in a 
negative light — just to name a few. These threats to 
validity were minimized in the following ways: 1) the 
purpose of the study was clearly stated in a cover letter 
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describing the study to research participants; 2) Research 
participants were assured anonymity; 3) Research 
participants were assured that there was no right or wrong 
answer; and 4) The importance of the research question under 
study and the importance of the responses were emphasized. 
The reliability of the instrument was determined based on 
test-retest reliability. The researcher who created the 
instrument administered the instrument to several social 
workers before administering it to research participants. 
Design 
The instrument used to measure emergency room social 
workers in the area of attitudes, knowledge, and behaviors 
was the Social Work Perception Assessment (S.W.P.A.). The 
S.W.P.A. consists of 30 items measured on a Likert scale of 
1 to 4, where 1 = Strongly Disagree, 2 = Disagree, 3 = 
Strongly Agree, and 4 = Agree; and a two point scale where 1 
= yes and 2 = No. The research design is a One-Group 
Posttest-Only Design. The design notation is as follows: X 
and O. X represents the independent variable (perceptions 
of battered women). 0 represents the first and only 
measurement of the dependent variable (service delivery). 
This particular research design provides a single measure of 
what happens when emergency room social workers encounter 
battered women. 
The independent variable-emergency room social workers' 
perceptions of battered women was measured based on the 
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instrument used in the study-Social Worker Perception 
Assessment (S.W.P.A.), which measures: attitudes, knowledge, 
and behaviors. The S.W.P.A. lists a series of statements or 
questions emergency room social workers about their 
perception of battered women. The assessment form also 
includes statements about service delivery as it relates to 
battered women. The S.W.P.A. is designed to provide data 
needed to determine if a correlation exists between the 
independent and dependent variable. 
Procedure 
The study was conducted from September 1999 to December 
1999. The Social Work Perception Assessment (S.W.P.A.) was 
used to collect data for this study. The S.W.P.A. was 
completed in approximately 10 to 15 minutes on average. 
This assessment tool was only administered to participants 
upon receipt of: 1) A signed consent form from the 
appropriate person(s) to conduct the study; and, 2) A signed 
consent form from all eligible social workers who agreed to 
participate in the study. Fifteen consent forms and the 
S.W.P.A. were placed in the social services office in which 
the emergency room social workers conduct their daily work. 
Participants were required to complete the assessment tool 
at the hospital only. Two boxes were placed in the social 
services office in the emergency room department. One box 
was specifically for consent forms. The second box was for 
the S.W.P.A. Both boxes had an opening large enough for the 
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participants to put each form in. The boxes were modeled 
after suggestion boxes and designed to provide 
confidentiality. The boxes containing the consent forms and 
assessment tool responses were collected by the researcher 
two weeks after they had been available. 
Analysis of Data 
A Chi Square Test was used to analyze the data gathered 
from the S.W.P.A. A Chi Square test allows the researcher 
to decide whether observed frequencies are essentially equal 
to or significantly different from expected frequencies 
(Weinbach & Grinnell, 1997). Also, due to sample size and 
level of measurement of the survey items, the Chi Square was 
the most appropriate to assess if there were statistically 
significant differences between the social workers' 
perceptions and delivery of services to battered women. 




The data presented in this chapter are divided into 
several sections. The first section addresses the 
demographic variables. The following section addresses the 
major hypothesis. The last section presents information on 
related questions that have not been addressed by previous 
research, but are important to the study. The findings in 
this chapter will determine whether a relationship between 
emergency room social workers' perceptions of battered women 
impact service delivery with this population. Chapter four 
will also provide statistical data on related questions as 
well as other variables (gender, age, etc.) that are not 
directly related to the hypothesis, but provide valuable 
information to this study. 
Demographics 
A total of 23 emergency room social workers from Grady 
Hospital participated in this study; 4 (17.4%) men and 19 
(82.6%) women. The statistical mean for gender was 1.83. 
Of the 23 participants is this study, 13 (56.5%) were 
African American, 8 (34.8%) were Caucasian, and 2 (8.7) 
categorized themselves as other. The youngest participant 
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Variable N % 
Gender 
Male 4 17.4 
Female 13 82.6 
Ethnicity 
Black 13 56.5 
Caucasian 8 34.8 
Other 2 8.7 
Age 23 
Hypothesis 
The hypothesis for this study was statistically tested 
using the following variables: 
1) As an emergency room social worker, my personal 
perception of battered women has had some 
influence on my service delivery with battered 
women; and 
My service delivery can influence a battered women 
to stay in or leave an abusive relationship. 
2) 
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When respondents were asked if their personal 
perception of battered women had some influence on the 
service delivery they provided to battered women, 8 (34.8%) 
of the 23 respondents who agreed represented the majority. 
Seven (30.4%) of the 23 disagreed followed by 6 (26.1%), and 
2 (8.7%) who strongly agreed. 
When respondents were asked if they believed that the 
service delivery he/she provides to battered women can 
influence a battered woman to stay in or leave an abusive 
relationship, 10 (43.5%) agreed. Six (26.1%) disagreed, 




■ Strongly Agree 
□ Strongly Disagree 
□ Disagree 
Figure 1. Impact of Perception of Battered Women (N=23) 
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Strongly Agree 
Figure 2. Influence of Service Delivery (N=23) 
The findings from this study indicate emergency room 
social workers' perceptions of battered women do not impact 
service delivery. The results of the Chi Sguare were 
insignificant at the P 7.68 level. In sum, the findings 
suggest that emergency room social workers can provide 
service delivery to battered women without influence of 
their perceptions of the battered women they encounter in 
the hospital emergency room. 
Related Statements 
The following statements were not studied in previous 
studies, but are of importance: 
1) The challenges and complexities of service 
delivery with battered women has had a negative 
impact on my personal perception of battered 
women ; 
2) As an emergency room social worker, I feel that 
the services I have provided to battered women 
have been adequate; and 
I have been in an abusive relationship. 3) 
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The above statements are represented by their 
respective number below in table 2. 
Table 2 
Chi Square Analysis of Related Statements (N=231 
Variable N Mean Chi Sqr. df Asymp. Sig. 
1 23 1.78 13.00 3 0.005 
2 23 2.56 9.52 3 0.023 
3 23 1.73 5.26 1 0.022 
In table 2, statement 1 addresses how the challenges 
and complexities of working with battered women and the 
impact on the emergency room social workers' perceptions of 
these women. As shown in the above table, 11 (47.8%) of the 
23 respondents disagreed with this statement, while 9 
(39.1%) strongly disagreed. Only 2 (8.7%) of the 
respondents agreed that the challenges and complexities of 
working with this population has had a negative impact on 
service delivery followed by only 1 (4.3%) respondent who 
strongly agreed with this statement. The statistical 
analyses produced a Chi Square of 13.00, with 1 degree of 
freedom. The finding was significant at the .005 level, 
which means that providing service delivery to battered 
women has presented challenges and complexities that, as a 
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result, have negatively impacted their perceptions of 
battered women. 
When asked about the adequacy of the service delivery 
they have provided to battered women, 12 (52.2%) of the 23 
respondents agreed that the services they have provided to 
battered women have been adeguate, followed by 5 (21.7%) 
respondents who strongly disagreed. Three (13.0%) of the 
respondents disagreed with this statement and an egual 
number strongly agreed (13.0%). A statistical analysis of 
this statement produced a Chi Square of 9.52 with 3 degrees 
of freedom, and a level of significance at the .023 level. 
This statement was significant at the .023 level. These 
findings indicate that emergency room social workers 
perceive their service delivery to battered women as being 
adeguate. Finally, when asked about their own personal 
experience with abusive relationships, 17 (73.9%) of the 23 
respondents had not been in an abusive relationship followed 
by 6 (26.1%) respondents who had. The responses were 
significant at the .02 level. 
Summary 
Using a Chi Square statistical analysis, the data 
presented do not support the hypothesis that emergency room 
social workers' perceptions of battered women impacts 
service delivery. Chapter 5 expounds on the presented 
findings in Chapter 4. 
CHAPTER FIVE 
CONCLUSION 
Chapter five provides an explanation of the findings 
based on each section in chapter four — demographics, 
hypothesis, and related statements. 
Major Hypothesis 
The data presented in chapter four indicated that the 
service delivery provided to battered women in Grady 
Hospital's emergency room is not impacted by the emergency 
room social workers' perceptions of battered women. Using 
one of the statements included on the Social Work Perception 
Assessment as the focal point for examining the hypothesis 
for this study, emergency room social workers' perceptions 
of battered women impacts service delivery, a Chi Square 
statistical analysis was used to test, determine, and 
analyze the participants response to this statement. The 
statistical test produced a Chi Square of 3.61 which means 
that a correlation between the emergency room social 
workers' perceptions of battered women and service delivery 
does not exist. Therefore, it cannot be said that 
perceptions influence the type of service delivery provided 
to the battered woman or the manner in which it is provided. 
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A majority of the respondents agreed that their perceptions 
of battered women had at some point influenced their service 
delivery with battered women while the other half disagreed. 
A more significant number of respondents agreed that the 
challenges and complexities of direct practice with battered 
women has had a negative impact on their personal perception 
of domestic violence and battered women. However, it is 
difficult to say whether or not their opinion of the quality 
of their serviced delivery came after working with battered 
women in the hospital emergency room or before. 
The overall evidence from a previous study does not 
support the current hypothesis that emergency room social 
workers' perceptions of battered women impact service 
delivery. The findings on the major hypothesis reflect 
findings that are contrary to those found in previous 
research. Findings on the major hypothesis in this study 
indicate that emergency room social workers' perceptions of 
battered women do not impact service delivery. However, in 
their study on bias in social work intervention with 
battered women, Ross and Glisson (1991) found that 
[emergency room] social workers who stereotype battered 
women are likely to target their intervention at these 
stereotype characteristics, rather than focusing on the 
abuser or on the immediate physical safety of the woman who 
seeks help. The results of their study indicate that social 
workers stereotype the clients simply on the basis of the 
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violence encountered by the client, and therefore provides 
evidence that some of the judgments concerning battered 
women which are made by social workers are biased (Ross and 
Glisson, 1991). 
A contrast in findings raises some issues that are of 
importance to this study. One issue of considerable concern 
is the sample size of the populations and target sites in 
both studies. The current study consists of a sample size 
of 23 emergency room social workers from Grady Hospital-a 
single site. Ross and Glisson's study included 149 social 
workers from 21 social service agencies. Given the sample 
size and target site of this study, it is possible that both 
impacted the findings. À larger sample size and multiple 
target sites provides greater variations in responses and 
increases the ability to generalize findings. The findings 
from this study reflect the views and opinions of emergency 
room social workers at Grady Hospital only. Multiple 
targets such as the 21 social service agencies in Ross and 
Glisson's study reflects variations in the level of 
involvement with battered women on many levels (e.g., age, 
ethnicity, gender, etc.) as well variations in the type 
services provided to battered women by social workers (e.g., 
counseling, case management, etc.). 
Another important consideration are the measurements 
used in each study. The current study relied on responses 
from the S.W.P.A. which measures the attitudes, behaviors, 
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and knowledge of emergency room social workers. Ross and 
Glisson relied on responses from case vignettes and 
questionnaire packets with instructions. The questionnaires 
and vignettes were randomly distributed. However, in the 
current study, the S.W.P.A. was distributed to all emergency 
room social workers at Grady Hospital. The case vignettes 
presented to social workers in Ross and Glisson's study 
presented six vignettes that were systematically varied to 
manipulate the level of violence experienced by a woman 
client across three levels (none, low, or high) and to 
manipulate the type of relationship between the victim and 
offender across two levels (married and or housemates) (Ross 
and Glisson, 1991). 
The S.W.P.A. consisted of a series of statements in 
which responses ranged from strongly disagree to strongly 
agree. It is possible that the statements on the S.W.P.A. 
created uncomfortable feelings for the participants. 
Because of the small sample size and the fact that all 
participants were aware of each other's possible 
participation, it is possible that responses on the S.W.P.A. 
were sociably desirable. The instruments used in Ross and 
Glisson's study were more extensive and covered domestic 
violence and battered women on various levels. Such 
distinct differences in instruments used, sample size, and 




In terms of gender, females represented the greater 
majority of respondents in this study, making up a total of 
19 (82.6%) of 23 while men represented (17.4%). In this 
study, gender proved to be significant at the .002 level. 
The statistical mean for gender was 1.83, a chi square of 
9.78 with 1 degree of freedom. Because females represented 
a majority of the participants, a question to be raised is 
would the findings have possibly produced different results 
had there been a larger percentage of male participants? 
Could it be possible that women have a greater understanding 
of women or have more compassion when working with battered 
women in hospital emergency rooms? Do male and female 
emergency room social workers have varying perceptions of 
battered women? Do males hold perceptions of battered women 
at all, and if so, how much of an impact does it have on the 
battered woman/client whose abuser is male? Such questions 
come into play when examining gender differences in 
perceptions, service delivery, and battered women. 
Currently research literature on gender as it relates 
to the current study is limited. The current study did not 
address gender in depth due to its focus only on the impact 
of perceptions on service delivery. Therefore, observations 
and/or patterns in this study as they relate to gender 
cannot be reported. Yet, this does not mean that gender is 
of little or no importance. Gender does play an important 
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role in the emergency room social worker/battered women 
relationship and has some important implications. In 
previous research, gender was addressed. According to Ross 
and Glisson (1991), it is possible that male social workers 
view domestic violence and battered women differently than 
do females. In addition, these findings indicate that male 
social workers are no more or less likely than female social 
workers to either stereotype abused women. It is important 
to note that the findings in Ross and Glisson's study do not 
reflect the findings in this study. Ross and Glisson's 
findings on gender, perception, and service delivery are 
briefly reported in this study in order to bring attention 
to the role of gender and its possible impact and 
implications. 
Ethnicity 
African Americans comprised 13 (56.5%) of the overall 
23 respondents in this study, followed by Caucasians who 
made up 8 (34.8%) of the total number of respondents, and 2 
(8.7%) who represented the category of other. Ethnicity 
proved to be significant at the .019 level. The statistical 
mean for ethnicity is 1.70. A statistical analysis produced 
a chi square of 7.91, with 1 degree of freedom. Age was not 
significant at the 1.00 level. The statistical mean for age 
is 37.52. A statistical analysis produced a chi square of 
2.21 with 19 degrees of freedom. Both ethnicity and age is 
important in analyzing the finding from this study. The 
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significance of ethnicity suggests that this variable may 
impact the emergency room social workers' perceptions of 
battered women and service delivery in a way that personal 
perceptions may not. When looking at ethnicity from this 
angle, cultural issues come into play—which can impact the 
relationship between the emergency room social worker and 
the battered woman. However, this is only an assumption 
that can only be accurately discussed with certainty through 
the use of research. 
Research literature on ethnicity in relation to 
perceptions and service delivery was unavailable. As with 
the current study, ethnicity was not addressed in depth due 
to the study's focus on emergency room social workers as a 
whole and their perceptions of battered women and the impact 
on service delivery. Although the findings from this study 
do not support the hypothesis, it is not an indication that 
ethnicity is not an important variable to be considered. 
The issue of ethnicity is raised because of its many 
implications. The instrument used in this study does not 
address ethnicity in depth. It is important to keep in mind 
that the possible implications addressed are only 
assumptions that have not been researched and reflect the 
opinion of the researcher. It is only through research that 
these possible implications can be examined and reported in 
a factual manner. 
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Related Statements 
Other statements that were not directly related to the 
hypothesis were of considerable importance to the study and 
help to establish a linear relationship that helps to 
understand the relationship between the emergency room 
social worker and the battered women as it relates to 
perceptions and service delivery. It is important to note 
that the following related statements are only related to 
the hypothesis and were not fully researched as was the 
hypothesis. 
Challenges and Complexities of Social. Work 
When participants were asked if the challenges and 
complexities of service delivery with battered women has had 
a negative impact on their personal perception of battered 
women, 11 (47.8%) of the 23 respondents disagreed, followed 
by 9 (39.1%) participants who strongly disagreed. Two 
(8.7%) agreed, and 1 (4.3%) strongly agreed. The 
statistical mean was 1.78. A statistical analysis produced 
a chi square 13.00 with 3 degrees of freedom. The findings 
for this statement were significant at the .005. This 
finding suggests that the challenges and complexities of 
providing service delivery to battered women has impacted 
service delivery provided by emergency room social workers. 
It is possible that this statement could have been 
misinterpreted in a number of ways. The challenges and 
complexities of providing service delivery could be the 
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result of their work environment, the client, or the 
emergency room social worker. 
Adequacy of Service Delivery 
When respondents were asked about their feelings on 
whether or not they felt that the services delivered to 
battered women had been adequate, 12 (52.2%) of the 23 
respondents agreed, followed by 5 (21.7%) respondents who 
strongly disagreed. Three (13.0%) disagreed and equal an 
equal number of respondents strongly agreed. This statement 
proved to be significant at the .023 level. Although a 
majority of the respondents believed that the service 
delivery they have provided has been adequate, it is 
possible that each respondent had a different interpretation 
of the word adequate. This statement left no room for 
explanation on the part of the respondent because the 
statement was close-ended. It is also possible that such a 
statement may have skewed the findings. However, this 
statement does agree with the finding that emergency room 
social workers' perceptions of battered women do not impact 
service delivery. Since a majority of the respondents feel 
that their perceptions do not affect service delivery it 
does coincide with the majority of the respondents who 
agreed that their service delivery has been adequate. 
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Abusive Relationships 
When respondents were asked if he/she has been in an 
abusive relationship, 17 (73.9%) of 23 respondents answered 
no followed by 6 (26.7%) who answered yes. The statistical 
mean was 1.74. A statistical analysis produced a chi square 
of 5.26 with 1 degree of freedom. This statement was 
significant at the .022 level. These findings suggest that 
being in an abusive relationships could possibly play a role 
in how emergency room social workers interact with battered 
women when it comes to perceptions and providing service 
delivery. Because this was also a significant finding it 
coincides with the aforementioned related statements. Since 
the findings from this study suggests that emergency room 
social workers' perceptions of battered women do not impact 
service delivery, it may explain why a majority of the 
participants feel that their service delivery has been 
adequate; and, also, being in or not being in an abusive 
relationship could impact why the participants feel the way 
they do when it comes to service delivery and the adequacy 
of their service delivery. 
Limitations of the Study 
There were several limitations to this study. One 
limitation was the method of sampling which was the 
convenience sampling technique. This sampling method limits 
the ability to generalize the findings to a greater 
population of emergency room social workers. A larger 
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population would be ideal for research of this type. Also, 
the research participants in this study do not reflect 
emergency room social workers in other public and private 
hospitals in Atlanta and other cities and states. 
It is hard to determine the authenticity of the 
participants response because the Social Work Perception 
Assessment asked personal and sensitive questions pertaining 
to a touchy issue for many; and, although the procedure used 
to collect data from participants provided as much anonymity 
as possible, it is hard to determine if some of the 
responses were socially desirable-like because of the 
profession they are in or if they may have been 
uncomfortable in responding to the statements. 
Since it cannot be said that the emergency room social 
workers7 perceptions of battered women impact service 
delivery, it is safe to say that other factors, besides the 
emergency room social workers7 perceptions of battered 
women, may influence service delivery such as the hospital 
environment and/or battered women for example. It is 
important to note, however, that the examples given cannot 
be said with certainty without research on such variables. 
The findings from this study can only be generalized to the 
emergency room social workers at Grady Hospital and not to 
emergency room social workers at hospitals in or outside of 
Atlanta, Georgia. Also, this study does not suggest that 
the perception of battered women held by emergency room 
42 
social workers does not affect service delivery at all. 
There were, in fact, a number of respondents, although not a 
majority, who believed that his/her service delivery is 
impacted by the perception of battered women. Finally, it 
is important to note that, replicating this study may 
produce statistical findings that are opposite from the 
statistical data presented in this study. 
CHAPTER SIX 
IMPLICATIONS FOR SOCIAL WORK PRACTICE 
Future research with emergency room social workers is 
needed in order to enhance the social worker/client 
relationship. Service delivery must be enhanced when and 
where necessary in order to provide optimal service to a 
battered women—for health and psychosocial purposes. 
Research on emergency room social workers' perceptions of 
battered women and the impact on service delivery should be 
done on a state-wide and national level. Research on this 
topic could further be broken down into emergency room 
social workers who work at public and private hospitals for 
a number of reasons. First, further research could reveal 
factors that can contribute to the improvement of the 
relationship such as cultural factors, gender issues, and 
age factors. When working with battered women, factors such 
as the aforementioned play a critical role in helping a 
battered woman to deal with her abusive relationship on many 
levels. Second, in relation to public hospitals, these 
hospitals provide specific services to battered women based 
on funding. In such cases, with the improvement of this 
unique relationship through research monies can continue 
and/or increase. Finally, Research can create model 
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programs for hospitals who employ emergency room social 
workers and encounter battered women. 
There must be a continued effort to provide optimal 
service delivery to battered women who seek medical 
attention in hospital emergency rooms. Within the social 
work profession, there must be a continued effort to address 
not only domestic violence against women, but also the 
emergency room social worker and the battered women. The 
dynamics of the relationship can have a lasting impact on 
the battered woman who experiences such a devastating 
situation. According to Dwyer, Smokowski, Bricout, 
and Wodarski (1995), given the unique ecological perspective 
of social work and its commitment to individual and social 
change, researchers in this field are well qualified to be 
leaders in the fight to reduce violence against women in 
their homes. With the united efforts of researchers and 
practitioners, domestic violence will no longer be a hidden 
problem, it is time to bring it out into the open and attack 
this complex problem on as many different levels as 
possible. 
Further research can contribute to education and 
training. Because there has been an alarming increase in 
the number of battered women in this country, and, such 
cases are sensitive and devastating, it is of extreme 
importance that emergency room social workers are thoroughly 
educated and trained on domestic violence and battered 
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women. It is also important for emergency room social 
workers to be trained in such a way that allows them to 
explore their own feelings and perceptions about domestic 
violence and battered women. How a battered woman views her 
experience with an emergency room social worker can impact 
her decision making as it relates to her abusive 
relationship. It is important for emergency room social 
workers to be aware of their own biases, if such biases 
exist. In uncovering existing biases, an emergency room 
social worker can work through his/her own issues with 
domestic violence and battered women in order to perform 
his/her job positively and effectively. Through training 
and education, many emergency room social workers may be 
surprised that personal biases within themselves do exist. 
As well, they may be surprised that such biases has impacted 
their professional duties and responsibilities as social 
workers since many may not be aware of their personal 
biases. 
Another purpose of training and education is to help 
emergency room social workers to better understand how the 
hospital experience can impact a battered women who visits 
hospital emergency rooms. Training and education can help 
battered women to better trust not only medical professions 
but social workers as well. The impact of being battered, 
receiving medical attention, and interacting with social 
services can be devastating to the battered women. Training 
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and education can help the battered women's experience be 
less harsh and intimidating whether she is there for the 
first time or the tenth time. 
According to Shepard (1991), the problem of "woman 
abuse" challenges social workers to examine beliefs about 
the nature of female-male relationships and the structure of 
our society. Previous research that reports a correlation 
between perceptions and service delivery among social 
workers, particularly emergency room social workers, 
provides evidence that some of the judgments concerning 
battered women which are made by social workers are biased 
(Ross and Glisson, 1991). This further supports the need to 
educate emergency room social workers on the tendency to 
provide service delivery to battered women who receive some 
form of service delivery in hospital emergency rooms. Home 
(1991) suggests early judgments about attribution of 
responsibility and the gravity of domestic violence incident 
may play an important role in shaping workers’ intervention 
decisions. This further supports the need for further 




SUPERVISOR CONSENT FORM 
Dear 
My name is April Giles. I'm currently a second year 
graduate student at Clark Atlanta University in the Graduate 
School of Social Work. Presently, I am looking for 
volunteers to participate in my research study for my 
thesis. The title of my thesis is An Exploratory Study of 
Emergency Room Social Workers' Perceptions of Battered Women 
and the Impact on Service Delivery. I have chosen your 
hospital as one of my target sites. My research on your 
hospital indicated that social workers are assigned to the 
emergency room 24 hours a day, seven days a week. 
I have designed an instrument called the Social Work 
Perception Assessment (S.W.P.A.) specifically for emergency 
room social workers. This 30-item instrument measures the 
perceptions of emergency room social workers involved in 
direct practice with battered women who received medical 
attention in hospital emergency rooms. With your consent, I 
will give a consent form separate from this one, to each 
social worker currently assigned to the emergency room. The 
assessment will only be administered upon receipt of the 
consent form. To ensure that the assessment and consent form 
is given to emergency room social workers only, I will need 
a list with their name, title, and your signature at the 
bottom. This list would be in my possession only, and 
returned to you after the S.W.P.A. has been completed and 
returned. The approximate time needed to complete the 
assessment is 10 to 15 minutes. Because I am aware of the 
demands of an emergency social worker, I will give them a 
two-week time frame to complete and return the assessment to 
me. I will also ask each participant to complete the 
S.W.P.A. on site only. All information gathered from this 
study would be confidential. The names of the participants 
will NOT be reguired on the S.W.A.P. Please take a few 
minutes of your time to read the proposal accompanying this 
consent form. I asked that you return this consent form 
within two weeks of receiving it. 
Your signature on the following page indicates that you 
have understood to your satisfaction, the information 
regarding the purpose, intent, and requirements for this 
research project. Should you and/or the participantes) 
decide not to participate for whatever reason, or wish to 




If you have questions, comments, or concerns regarding this 
proposal, please contact me at (404) 880-8000. 
Sincerely, 
April Giles, B.S. 
M.S.W Student 
 YES, I grant you permission to conduct your research 
study and request participation from our emergency room 
social workers. My signature below indicates that I have 
read and understood the purpose, intent, and requirements of 
your research study. Accompanying this consent form is a 
list of the names of all social workers currently assigned 




 NO, I am unwilling to grant you permission to conduct 
your research study and request participation from our 
emergency room social workers. My signature below indicates 
that I have both read and/or understood the purpose, intent, 








Dear Social Worker, 
My name is April Giles. I am a second year graduate student at Clark Atlanta 
University in the School of Social Work. I’m currently looking for social worker’s to 
volunteer 10 to 15 minutes of their time to complete the Social Work Perception 
Assessment (S.W.P.A.). The results from the S.W.P.A. will be analyzed, reported, 
and discussed in my thesis, entitled, Emergency Room Social Workers’ Perception of 
Battered Women and Its Impact on Service Delivery. The assessment form does NOT 
require you to provide your name in hopes that it will encourage you to be as honest 
as possible “•shouldyou decide to participate. However, before completing the 
assessment form, you must sign below. Your signature indicates that you have read 
this consent form and agree to participate in the study. If you decide not to 
participate for any reason or wish to withdraw at a later date, this will in no way 




Please check one of the following: 
 Yes, I agree to participate in this study. My signature below indicates that I 
have read the consent form and understand the purpose and intent of the study. 
Signature Date 
Once you have signed this consent form: 
1. Detach it from the S.W.P.A. Form. 
2. Put it in the designated box. 
3. Proceed to complete the Social Work Perception Assessment. 
4. After completing the S.W.P.A., please put it in the designated box. 
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APPENDIX C 
SOCIAL WORK PERCEPTION ASSESSMENT (S.W.P.A.) 
Directions: Please read each item carefully. Circle the response that best 
represents your feeling. 
Remember: Information gathered from this assessment will be confidential. You 
are NOT required to give your name. 
1. When a battered woman presents to social services, it is a sign of marital 
conflict or relationship difficulties. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
2. As an emergency and battered women has had some influence on my service 
delivery with battered women. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
3. Battered women hold some responsibility for their domestic violence 
situations. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
4. Emergency room social workers’ should develop a standardized treatment plan 
for battered women who receive medical attention. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
5. Emergency room social workers who stereotype battered women are likely to 
develop treatment plans that target these stereotypes. 
1. Strongly Disagree 
2. Disagree 
3. Agree 




6. My service delivery can influence a battered woman to stay in or leave an 
abusive relationship. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
7. Some emergency room social worker’s hold stereotypes about domestic 
violence and battered women. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
8. Many social workers in the emergency room are hindered by their own 
attitudes and misconceptions about domestic violence. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly agree 
9. Treatment plans should be individualized. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
10. In working with battered women, I focus more on the presenting physical 
injuries and less on resources and options. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
11. Emergency room social workers are less likely to hold negative personal 
perceptions of domestic violence and battered women. 
1. Strongly Disagree 
2. Disagree 
3. Agree 




12. Asking a battered woman question about her abusive relationship elicits 
uncomfortable feelings. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
13. My personal perception of domestic violence and battered women creates 
personal challenges in developing crisis intervention and individualized 
treatment plans. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
14. The challenges and complexities of service delivery with battered women has 
had a negative impact on my personal perception of battered women. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
15. It’s hard for me to believe that a battered woman cannot simply walk away 
from an abusive relationship. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
16. I have been in an abusive relationship. 
1. Yes 
2. No 
17. Emergency room social worker’s should develop treatment plans that go 
beyond a battered woman’s presenting problems. 
1. Strongly Disagree 
2. Disagree 
3. Agree 




18. As an emergency room social worker, I feel that the services I have provided 
to battered women have been adequate. 
1. Strongly Disagree 
2. Disagree 
3. Agree 
4. Strongly Agree 
19. I have had battered women as clients. 
1. Yes 
2. No 
20. Some battered women provoke their intimate partners to hit them. 
1. Strongly Disagree 
2. Disagree 
3. Agree 


















24. Highest degree earned 
1. High School Diploma 
2. Associate’s Degree 
3. Undergraduate Degree 
4. Master’s Degree 
5. Ph.D. 
6. Other 
25. Age  
26. Years of experience in working with battered women  
27. Years of experience as an emergency room social worker 
28. In what year did you receive your highest educational degree 
29. In what year did you receive your: 
1. L.M.S.W.  
2. L.C.S.W.  
3. Other 




Brekke, J. (1990). Crisis intervention with victims 
and perpetrators of spouse abuse. In H.J. Parad & L.G. Parad 
(Eds.), Crisis intervention book 2: The practitioners 
sourcebook for brief therapy (pp.161-178). Milwaukee, WI: 
Family Service America. 
Chez, N. (1994). Helping victims of domestic violence. 
AJN, 94 (7), 33-37. 
Clement, J. & Klingbeil, K. S. (1981). The emergency 
room. Health and Social Work. 6 (4), 83S-90S. 
Costantino, C. (1981). Intervention with battered 
women: The lawyer-social worker team. Social Work. 26 (1), 
457-460. 
Davis, L. V. (1987). Battered women: The 
transformation of a social problem. Social Work. 32 (1), 
306-311. 
Davis, L. V. & Hagen, J. L. (1992). The problem with 
wife abuse: The interrelationship of social policy and 
social work practice. Social Work. 37 (1), 15-19. 
Domestic violence and society: The startling 
statistics. The Partnership Against Domestic Violence. 
55 
56 
Dwyer, D. D., Smokowski, P.R., Bricout, V. C., & 
Wodarski, J. S. (1995). Domestic violence research: 
Theoretical and practice implications for social work. 
Çliniçal Social Work Journal, 23. (2), 185-197. 
Frank, P. B. & Golden, G. K. (1992). Blaming by naming: 
Battered women and the epidemic of codependence. Social 
WQ_rlL,_..37 (i), 5-6. 
Grinnell. R. M., Jr. (1987). Social work research and 
evaluation: Quantitative and qualitative approaches (5th 
ed.). Itasca, II.: F. E. Peacock Publishers, Inc. 
Hepworth, D. H., Rooney, R. H., & Larsen, J. A. (1997). 
Direct social work practice: Theory and skills (5* ed.). 
Pacific Grove, CA: Brooks/Cole Publishing Co. 
Home, A. M. (1994). Attributing responsibility and 
assessing gravity in wife abuse situations: a comparative 
study of police and social workers. Journal of Social 
Service Research. 19 (1/2), 67-84. 
Horner, W. C. & Whitbeck, L. B. (1991). Personal versus 
professional values in social work: A methodological note. 
Journal of Social Service Research. 14 (1/2), 21-42. 
Rodriguez, M. A. (1997). Mandatory reporting of 
domestic violence: What do patients and physicians think? 
Wellness Lepture Series, Vol. 2, 99-112. 
Ross, M. & Glisson, C. (1991). Bias in social work 
intervention with battered women. Journal of Social Service 
Research, 14 (3/4), 79-103. 
57 
Shepard, M. (1991). Feminist practice principles for 
social work intervention in wife abuse. Affilia, 6 (2), 
87-93. 
Starke, E. (1994). Discharge planning with battered 
women. Discharge Planning Update. 14 (2), 2-7. 
Starke, E. (1994). Where do we go from here? NCADV 
Voice. winter 1994, 15-17. 
Sugg, N. K. & Lnui, T. (1992). Primary care physicians 
response to domestic violence. JAMA. 267 (23), 3157-3160. 
Taylor, W. K. & Campbell, J. C. (1991). Treatment 
protocols for battered women. Response. 14 (4), 16-20. 
Weinbach, R. W. & Grinnell, R. M., Jr. (1998). 
Statistics for social workers (4th ed.). New York: Addison 
Wesley Longman, Inc. 
Wood, G. G. (1992). Groups to empower battered women. 
Affilia. 7 (4), 82-95. 
